1. Introduction {#sec1}
===============

A 53-year-old man presented with drug refractory paroxysmal atrial fibrillation (AFib). His history included coronary artery disease, cryptogenic stroke with a large persistent foramen ovale, which was closed with a 30 mm Amplatzer™ Multi-Fenestrated Septal Occluder (ASO; St. Jude Medical, Inc., St. Paul, MN, USA) at the age of 50 years. He developed paroxysmal AFib and failed amiodarone therapy. He complained of extreme fatigue during AFib limiting his activities. Cryoballoon ablation of the pulmonary veins (CAPV) was recommended to treat his paroxysmal AFib.

2. Case report {#sec2}
==============

During CAPV, catheter movements were guided by real-time three-dimensional transesophageal echocardiography (RT3DTEE) to visualize the ASO. An appropriate site for transseptal puncture (TSP) was found just anterior and inferior to the ASO. An 8.5 F TorFlex™ Transseptal Guiding Sheath (Baylis Medical, Montreal, Canada) and a 71 cm radiofrequency (RF) transseptal needle (NRG™ Transseptal Needle; Baylis Medical) were used for TSP. An Amplatz Super Stiff™ guidewire (Boston Scientific, Marlborough, MA, USA) was used to allow for significant support needed to exchange the FlexCath^®^ Steerable Sheath (Medtronic, Minneapolis, MN, USA) over the wire ([Fig. 1](#fig1){ref-type="fig"}). The transseptal sheath was exchanged for a 15 F cryoablation FlexCath^®^ sheath ([Fig. 2](#fig2){ref-type="fig"}). A 28 mm cryoballoon with a 15 mm Achieve™ Mapping Catheter (Medtronic, Minneapolis, MN, USA) was advanced into the left atrium. Intracardiac echocardiography (ICE) was used throughout the procedure to verify pulmonary vein (PV) balloon occlusion and rule out pericardial effusion. Due to the limited space for TSP of the native septum, ICE and RT3DTEE were used for catheter positioning anterior and inferior to the ASO.

The patient had four PVs with normal anatomy. Lesions were applied to all PVs with phrenic monitoring throughout, which showed no evidence of phrenic slowing. Entrance and exit block were performed on the veins and following this, all veins were found to be free of signal. The patient was discharged after overnight observation without any complications. At his three-month follow up visit, he did not have any recurrent AFib.

CAPV has been shown to be non-inferior to RF ablation for treating paroxysmal AFib [@bib1], [@bib2]. RF ablation of AFib has been shown to be safe and effective in patients with atrial septal defect closure devices [@bib3]. However, CAPV has not been previously reported as a rhythm control strategy for paroxysmal AFib in the presence of an ASO. Due to the large FlexCath^®^ sheath (15 F) required for TSP, it was unclear whether CAPV would be feasible in the presence of an ASO. Prior reports have demonstrated the feasibility of TSP using RF ablation with up to a maximum sheath size of 8.5 F [@bib4]. This case demonstrates that TSP can be performed in portions of the native septum under RT3DTEE guidance. Fewer artifacts were noted on RT3DTEE than on ICE.

3. Conclusions {#sec3}
==============

CAPV for paroxysmal AFib in the presence of an ASO was performed safely and effectively in one patient, and provides electrophysiologists with an additional option to treat atrial arrhythmias in patients with intracardiac devices. The larger sheath combined with the flexibility of the FlexCath^®^ sheath made it possible to maneuver across a thick septum with an ASO without difficulty and allowed for improved torque. RT3DTEE was useful in selecting a safe transseptal site without significant artifact. The use of CAPV for AFib in patients with closure devices with TSP under RT3DTEE guidance is possible in such patients.
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![3DTEE image demonstrating the transseptal puncture site with the FlexCath^®^ sheath in close proximity anterior and inferior to the ASO.](gr1){#fig1}
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